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Early childhood is a critical period of development. During this critical period, 
children under age three with developmental delays or who have been diagnosed with a 
disability in rural areas of the United States are having difficulty obtaining early 
intervention (EI) occupational therapy (OT) services they qualify for under Part C of 
IDEA (Cason, 2009; IDEA, 2004). Generally, the root of the problem in rural 
communities arises from limited access to services, provider shortages, and increased 
cost of providing services (Baharav & Reiser, 2010; Behl et al., 2017; Blaiser, Behl, 
Callow-Heusser, & White, 2013; Cason, 2009; Ciccia, Whitford, Krumm, & McNeal, 
2011; Havenga, Swanepoel, Roux, & Schmid., 2015; Heimerl & Rasch, 2009; Molini-
Avejonas, Rondon-Melo, Amato, & Samelli, 2015; Olsen, Fiechtl, & Rule, 2012; Taylor, 
Armfield, Dodrill, & Smith, 2014).  Rural communities in Massachusetts are facing 
similar challenges. The aim of this doctoral project was to better understand the barriers 
to providing EI services in rural areas as well as explore an evidence-based solution to 
this problem. Through a review of the literature, it was found that telehealth is a viable 
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service delivery model to address barriers to providing EI OT services in rural areas. 
(Baharav & Reiser, 2010; Behl et al., 2017; Blaiser et al., 2013; Cason, 2009; Ciccia et 
al., 2011; Havenga et al., 2015; Heimerl & Rasch, 2009; Molini-Avejonas et al., 2015; 
Olsen et al., 2012; Taylor et al., 2014). Since each state has different policies and 
challenges confronting the implementation of EI telehealth, state-specific EI telehealth 
training programs are needed to help develop and promote the use of EI OT telehealth 
delivery service models (Blaiser et al., 2015; Cole et al., 2016). The Massachusetts 
Online Resource Education for Early Intervention (MORE EI) Telehealth Training 
Program are self-paced videos aimed to increased MA provider knowledge and 
confidence with the use of telehealth as well as encourage advocacy for reimbursement 
and acceptance of EI OT telehealth as a viable service delivery model in MA.  
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CHAPTER ONE: INTRODUCTION 
 This project will address the challenges facing the delivery of occupational 
therapy (OT) early intervention (EI) services in rural Massachusetts communities. 
Generally, the root of the problem in rural communities arises from limited access to 
services, provider shortages, and increased cost of providing services (Baharav & Reiser, 
2010; Behl et al., 2017; Blaiser, Behl, Callow-Heusser, & White, 2013; Cason, 2009; 
Ciccia, Whitford, Krumm, & McNeal, 2011; Havenga, Swanepoel, Roux, & Schmid., 
2015; Heimerl & Rasch, 2009; Molini-Avejonas, Rondon-Melo, Amato, & Samelli, 
2015; Olsen, Fiechtl, & Rule, 2012; Taylor, Armfield, Dodrill, & Smith, 2014). 
Telehealth, which is defined by AOTA as “the application of evaluative, consultative, 
preventative, and therapeutic services delivered through telecommunication information 
technologies,” can be used to enhance EI services by both supplementing existing limited 
services and providing access to families in communities where services are unavailable 
(AOTA, 2016, p. 1; Cason, 2011). The proposed project is an online educational training 
program for practitioners to use when designing telehealth EI service delivery models in 
rural Massachusetts communities.  
 The 2010 U.S. Census considered an urban area to contain 50,000 or more people. 
The census defined rural “as any population, housing, or territory outside urban areas.” 
According to the 2010 U.S. Census, 19.3% of the U.S. population resides in rural areas 
(U.S. Census Bureau, 2010). The lack of health care services in rural communities in the 
United States (U.S.) creates a service delivery problem that affects a wide range of health 
professionals. A combination of a high percentage of individuals with health care needs 
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living in U.S. rural areas and fewer practitioners available in these communities to 
provide services has also proven to be a major barrier to accessing health care services 
(Cason, 2015). In Massachusetts, rural areas of the state are concentrated in the 
southwest, north central, and Taunton-Middleborough-Norton regions. Dukes and 
Nantucket counties, by definition, can also be considered rural areas (U.S. Census, 2016). 
See Appendix A for the Massachusetts population density map from the 2010 U.S. 
census.  
 Early childhood is a critical period for development. Part C of the Individuals 
with Disabilities Education Act (IDEA) mandates that EI services be provided to children 
from birth to three years old who have been identified as having a disability or 
developmental delay (IDEA, 2004). It is estimated that 2.4% of children under the age of 
three years old in the U.S. are eligible for EI services in accordance with Part C of IDEA 
(Cason, 2009). IDEA documents that it is the state’s responsibility to ensure that 
appropriate EI services are provided to infants and toddlers in their natural environments 
to the maximum extent appropriate.  Natural environments are defined as those that are 
typical for the child’s peers who do not have disabilities (U.S. Department of Education, 
2016). If the child is found to be eligible for EI services, a service coordinator develops 
an Individualized Family Service Plan (IFSP) with the child’s caregivers. The IFSP is a 
written plan that documents the supports and services that the child will receive. The plan 
has a strong focus on the parent’s desires for the child. Services should be family-
centered with the family being actively engaged in goal setting and intervention (Behl et 
al., 2017). The main role of the practitioner is to support and coach the families on 
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appropriate and effective ways to promote their child’s development. OT may be the only 
service provided or an occupational therapist can be part of a team of many providers 
working with the child to achieve his or her goals. Either way, partly due to the 
enactment of Part C of IDEA, the demand for EI services has increased nationally and 
problems with providing adequate amounts of services have particularly been identified 
in rural communities (Behl et al., 2017; Cole, Stredler-Brown, Cohill, Blaiser, Behl, & 
Ringwalt, 2016).  
 Barriers to providing EI services in rural communities include limited access to 
services, provider shortage, and increased cost of providing services (Cason, 2015; Cole 
et al. 2016; Olsen et al., 2012). To receive occupational therapy EI services, families may 
have to travel outside their homes and local communities, which does not optimize 
services in the natural environment as mandated in Part C of IDEA. In addition, because 
of provider shortages, children may either receive services by unqualified providers or 
may not receive services at all (Cason, 2009). Due to the potential need for therapists to 
travel long distances to provide services in rural areas, transportation costs and travel 
time lost also inhibit effective service delivery.  
As healthcare and technology have changed, opportunities have presented for 
clinicians to integrate telehealth into their practices as a service delivery model to 
improve health outcomes and access to services (Cason, 2015). EI is one of the many 
areas where telehealth has the potential to aid in lessening current barriers to OT services 
in rural communities. 
The proposed program is an online, self-paced, educational training program for 
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EI OT providers in Massachusetts. The Massachusetts Online Resource Education for EI 
(MORE EI) Telehealth Training Program is designed for the state’s EI OT practitioners 
who are interested in learning how to incorporate telehealth into their existing rural 
community practices. Topics covered in the online training program will include: benefits 
and challenges to EI through telehealth, implementation strategies, technology, privacy 
and security, reimbursement and advocacy, and evaluation of outcomes. The desired 
outcome from providers participating in the program is that they will demonstrate an 
increase in knowledge, competency, and satisfaction with the use of technology as a 
means of delivering EI services. It is the hope that providers will in turn educate families 
on telehealth as a service delivery method leading to an increase in family knowledge of 
technology, satisfaction with services, and ability to interact with their child to promote 
development. Long-term outcomes include enhanced child development and an increased 
amount of EI services for families in rural Massachusetts communities. 
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CHAPTER TWO: THEORETICAL AND EVIDENCE-BASED SUPPORT FOR 
AN EI OT TELEHEALTH TRAINING PROGRAM 
Introduction 
 This project will address the challenges facing the delivery of early intervention 
(EI) occupational therapy (OT) services in Massachusetts rural communities. Due to 
inadequate EI OT services in United States rural communities, children from birth to age 
three are not receiving the services they qualify for under the Individuals with Disabilities 
Education Act (IDEA) (Cason, 2011; IDEA, 2004).  In Massachusetts, as in the U.S. in 
general, occupational therapists now have an opportunity to use telehealth in rural areas 
to address issues affecting the availability of EI services for children under the age of 
three, a stage recognized as an important period in their development.   
Early Childhood Development Theories and Application to EI 
 Early childhood, under age three, is a critical period of development. This 
sensitive period of development is explained through Systems Theories (Von Bertalanffy, 
1968), which are conceptualizations of principles from many disciplines and explain the 
interacting influences of features or elements of the environment (Odom, 2016; Thelen & 
Smith, 1994). The child’s biological make-up is one primary system that dictates 
development, however, it is the interaction of biology with other features of his or her 
environment that influence the course of development (Odom, 2016).  Specifically, 
Family Systems Theory discusses the inner working of families. It focuses on the 
interactions within families, viewing the family as a system that is instrumental in 
promoting child development (Broderick, 1993). Within EI, the family is seen as the 
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primary source of influence of child behavior, learning, and development (Dunst & Espe-
Sherwindt, 2016). Due to the lack of EI services in rural communities, families in these 
areas with children who qualify for services under IDEA are not learning the necessary 
skills to influence their child’s development (Cason, 2011). Carrying out intervention 
sessions within the natural environment is another important element of EI and supports 
the development of sustainable everyday routines for families to promote their child’s 
development (Morrison, 2012). Family-centered practice is recognized as best-practice 
when providing EI intervention services and it is recommended that EI providers interact 
with and involve family members to affect child, parent, and family outcomes. Positive 
outcomes may include an increase in skills and knowledge of the child and parents as 
well as improved confidence and competence of the family with regard to their ability to 
influence their child’s development (Dunst & Espe-Sherwindt, 2016). 
Telehealth can Promote Family-Centered Practice 
Telehealth has become an increasingly popular service delivery platform that can 
be used to enhance EI services by both supplementing existing limited services and 
providing access to families in communities where services are unavailable (AOTA, 
2016; Cason, 2011). Telehealth refers to the use of technology to perform assessment, 
intervention, and consultation at a distance (Behl et al., 2017). Although research is 
limited, a number of studies have documented telehealth as a comparable and viable 
alternative to conventional in-person EI services in rural communities. In addition, 
telehealth has been shown to lessen the barriers of limited access, provider shortages, and 
increased costs (Baharav & Reiser, 2010; Behl et al., 2017; Blaiser et al., 2013; Cason, 
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2009; Ciccia et al., 2011; Havenga et al., 2015; Heimerl & Rasch, 2009; Molini-Avejonas 
et al., 2015; Olsen et al., 2012; Taylor et al., 2014).  
Under Part C of IDEA, best-practice for EI is for family-centered intervention to 
be within the natural environment and focused on the parent-child interaction rather than 
on the provider-child interaction. When reflecting on best practice during EI telehealth 
sessions, it is important to consider that although EI services can be delivered virtually in 
their natural environment, families should still receive high-quality, family-centered 
services mandated under IDEA (IDEA, 2004). Coaching, as an intervention tool, is also 
accepted as best practice in EI and has been documented as a challenge for providers to 
incorporate into in-person intervention sessions (Campbell & Sawyer, 2007; Peterson, 
Luze, Eshbaugh, Jeon, & Kantz 2007). Recent studies have reported that telehealth can 
promote the recommended best practice of coaching between the provider and parent 
within the natural environment (Baharav & Reiser, 2010; Blaiser et al. 2013; Behl et al., 
2017; Gibbs & Toth-Cohn, 2011; Meadan el at., 2016; Olsen et al., 2012). In addition, it 
should be emphasized that an increase in time spent on parent-child interactions has been 
found to be associated with higher quality visits (Aikens et al., 2015). 
Although telehealth offers many benefits to EI practice in rural communities, 
barriers to the implementation of telehealth do exist. A sufficient amount of training, for 
example, can be an important barrier to the application of telehealth and it is recognized 
that adequate training in the use of technology is required for both the practitioners and 
families prior to implementing telehealth EI services. Technological issues, lack of 
technological knowledge, and lack of resources have all been documented as barriers to 
		
8 
effective EI using telehealth (Blaiser et al., 2013; Gibbs & Toth-Cohen, 2011; Havenga et 
al., 2015).  To successfully educate practitioners and caregivers on EI telehealth 
strategies, one must take into consideration the principles of the Adult Learning Theory 
(ALT), which can be used as a framework for thinking about what and how learning 
occurs. 
Adult Learning Theory 
Knowles (1970), the originator of Adult Learning Theory, describes four main 
principles that apply to adult learning and explains how a change in thinking occurs. The 
first principle is self-concept and motivation to learn (Knowles, 1970). Adults need to be 
involved in the planning and evaluation of their education. This principle means that 
according to ALT, an online training program to teach adults such as OT providers about 
the use of telehealth in EI should be a guide and promote their self-direction. In addition, 
the providers will learn best if motivated by mostly intrinsic factors such as self-
satisfaction and having personal choice. Also, important to motivate learning are extrinsic 
factors such as seeing client improvements and hearing about successful telehealth 
implementation in practice. The second principle of adult learning to consider when 
introducing providers to the use of telehealth in EI is that experience provides the basis 
for learning (Knowles, 1970; Miroballi, 2010). The provider draws on his or her EI 
practice knowledge and on past experiences with technology to guide the learning that 
occurs. It is important to note that experience is individual to the person and is compiled 
over many years. Experiences can be both positive and negative and lead to biases that 
will guide the learning process (Knowles, 1970; Miroballi, 2010). As the provider 
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incorporates telehealth into practice, positive experiences with technology will lead to a 
successful outcome of learning. The third main principle of ALT is that adults want to 
learn subjects that they are most interested in and that have the most relevance to their job 
or personal life. This principle relates back to motivation and increasing the individual’s 
desire to learn by teaching what interests them.  Telehealth is a new area in health care 
delivery that providers should be excited to learn about and to then apply in practice. 
Lastly, adult learning is problem-centered. The educational resource used for training 
about EI telehealth should explicitly explain the current problems in the delivery of early 
intervention services to rural communities and how telehealth can bridge the gap of 
limited access to services, provider shortages, and increased cost of providing services. 
When providers are able to conceptualize concrete examples of these problems, they will 
be more vested in learning telehealth implementation strategies (Knowles, 1970; 
Miroballi, 2010). 
ALT can also be applied to the relationship between the provider and the 
caregiver. Since EI follows a family-centered model, the family is the focus of the 
intervention, and the provider encourages the family to take an active role in facilitating 
daily routines as well as the family’s hopes and dreams for their child’s future (Morrison, 
2012). Families have significantly more opportunities to influence the development of 
their children than the EI provider. Therefore, the provider takes a more passive role of 
coaching the family members when identifying experiences in the child’s day that might 
have a positive impact on his or her development. According to the ALT, caregivers also 
must be motivated and self-driven in learning strategies, such as in the new telehealth 
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technology available to promote their child’s development. 
Evidence Supporting the Use of Telehealth for EI 
 Studies investigating the delivery of EI through telehealth have involved health 
professionals from several disciplines including occupational therapy, speech-language 
pathology, and physical therapy. Although research is limited, a number of studies have 
documented telehealth as a comparable and viable alternative to conventional in-person 
EI services in rural communities.  In these studies, telehealth has been shown to lessen 
the barriers of limited access, provider shortages, and increased cost of services (Baharav 
& Reiser, 2010; Behl et al., 2017; Blaiser et al., 2013; Cason, 2009; Ciccia et al., 2011; 
Havenga et al., 2015; Heimerl & Rasch, 2009; Molini-Avejonas et al., 2015; Olsen et al., 
2012; Taylor et al., 2014). Specifically, the field of Speech and Language Pathology 
(SLP) has published the majority of evidence in this area when studying EI services 
received by children diagnosed with speech and language disorders, children who are 
deaf or hard of hearing (DHH), and children with an early diagnosis of autism (Behl, 
2012; Behl & Kahn, 2015; Behl et al., 2017; Blaiser et al., 2013; Ciccia et al., 2011; 
Fairweather, Lincoln, & Ramsden, 2016; Grogan-Johnson et al., 2011; Havenga et al. 
2015; Lewis et al., 2008; Meadan et al., 2013; Molini-Avejonas et al., 2015; Taylor et al., 
2014). The research among these populations concludes that telehealth is a feasible 
method of delivering EI services (Baharav & Reiser, 2010; Behl et al., 2017; Blaiser et 
al., 2013; Cason, 2009; Ciccia et al., 2011; Havenga et al., 2015; Molini-Avejonas et al., 
2015; Olsen et al., 2012; Taylor et al., 2014). Although the majority of evidence is 
focused in the SLP literature, these findings have the potential to be generalized to EI 
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telehealth OT interventions due to the inclusion of children ranging in age from birth to 
three years old and the focus on parent training.   
Advantages of Using Telehealth for EI 
EI services are designed to support the development of children under the age of 
three by involving the families in their natural environment. The services should be 
family-centered and encourage the caregivers to take an active role in the intervention. 
Although benefits of EI services have been documented, many children are not receiving 
appropriate care due to limited access to services, provider shortages, and increased cost 
of providing services, especially in rural communities (Blaiser et al., 2013). EI delivered 
through telehealth has the potential to overcome these barriers (Baharav & Reiser, 2010; 
Behl et al., 2017; Blaiser et al., 2013; Cason, 2009; Ciccia et al., 2011; Havenga et al., 
2015; Heimerl & Rasch, 2009; Molini-Avejonas et al., 2015; Olsen et al., 2012; Taylor et 
al., 2014). Blaiser et al. (2013) conducted a randomized controlled trial with 27 families 
of children who were deaf or hard of hearing to compare the cost and effects of telehealth 
as an EI service delivery model to traditional in-person EI. They found that although the 
addition of technology and equipment is an added cost, EI delivered via telehealth has the 
potential for a significant cost benefit if three to four visits were provided to each family 
per month (Blaiser et al. 2013). By providing services via telehealth, virtual health care 
delivery eliminates the cost of travel time as well as cancellations from scheduling 
conflicts, sick family members, or bad weather (Behl et al., 2017; Blaiser et al., 2013). 
Another advantage to the use of telehealth as a service delivery model for EI is 
that it facilitates coaching between the provider and caregiver and encourages the 
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caregiver to take the primary role in facilitating his or her child’s development. Coaching, 
as an intervention tool, is accepted as best practice in EI and has been documented as a 
challenge for providers to incorporate into in-person intervention sessions (Campbell & 
Sawyer, 2007; Peterson et al., 2007). Rush & Sheldon (2005) define coaching as “an 
adult learning strategy in which the coach promotes the learner’s ability to reflect on his 
or her actions as a means to determine the effectiveness of an action or practice and 
develop a plan for refinement and use of the action in immediate and future situations” 
(p. 3). Recent studies have found that telehealth can promote the recommended best 
practice of coaching between the provider and parent within the natural environment 
(Baharav & Reiser, 2010; Blaiser et al. 2013; Behl et al., 2017; Gibbs & Toth-Cohn, 
2011; Meadan et al., 2016; Olsen et al., 2012). Behl et al. (2017) found that families who 
received services via telehealth were more engaged in the intervention than the in-person 
group. In addition, the providers were more responsive to the families, communicating 
directly to the caregiver instead of the child (Behl et al, 2017). This naturally fostered an 
increased use of coaching within the natural environment, a Part C of IDEA principle of 
EI (IDEA, 2004). Olsen et al. (2012) described the delivery of EI services to 36 families 
whose children, under three years old, had a variety of developmental disabilities. Over 
the course of two years, both face-to-face (F2F) and telehealth EI sessions were 
conducted and analyzed. The authors found that coaching occurred significantly more 
often during telehealth sessions than in traditional F2F visits. In addition, parents talked 
with providers more about their own use of strategies to improve their children’s 
development during telehealth sessions than in F2F visits, which is consistent with 
		
13 
coaching best practice (Olsen et al., 2012). These results are due to the fact that 
interacting through telehealth necessitates the parents to take an active role in working 
with the child. The parent is physically present as the primary facilitator of the child’s 
development, whereas the provider coaches the families virtually (Behl et al., 2017; 
Blaiser et al., 2013; Hamren & Quigley, 2012).  
Olsen et al. (2012) also collected data on parent and provider satisfaction with 
their participation in EI services via telehealth versus traditional delivery of face-to-face 
services. Parents and providers rated their comfort with the use of the technology as well 
as their overall satisfaction with the results from participation (Olsen et al., 2012). The 
result of their analysis concluded high parent and provider ratings with telehealth as a 
service delivery model at one year, with these ratings remaining consistent for the second 
year of study. Several other studies have also examined parent and provider satisfaction 
yielding positive qualitative feedback regarding their participation (Behl et al., 2017; 
Blaiser et al., 2013; Ciccia et al., 2011; Fairweather et al., 2016; Molini-Avejonas et al., 
2015). Fairweather et al. (2016) evaluated the effectiveness and acceptability of 
telehealth as a service delivery model for SLP services in rural and remote areas. Results 
of semi-structured interviews of parents concluded that among parents who had 
experience with alternative methods of SLP service delivery, they felt telehealth was 
“more practical, convenient and efficient in teaching therapy techniques and activities” 
(Fairweather et al., 2016, p. 599). Results of these studies also found equal, if not more, 
developmental gains for children participating in the telehealth intervention groups versus 
those participating in the in-person groups (Blaiser et al., 2013; Ciccia et al., 2011; 
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Fairweather et al., 2016; Molini-Avejones et al., 2015). 
Barriers to Using Telehealth for EI 
Although telehealth helps to overcome limited access to services, provider 
shortages, and increased cost of providing services in rural communities, barriers exist. 
Limited access to the Internet, technological challenges during sessions, and lack of 
motivation to participate in telehealth sessions have been documented as barriers to the 
successful provision of services (Blaiser et al., 2013; Fairweather et al., 2016; Havenga et 
al., 2015; Meadan et al., 2016; Olsen et al., 2012). Molini-Avejones et al. (2015) 
conducted a systematic review of the use of telehealth in Speech-Language and Hearing 
Sciences. The main barrier documented in the articles included in their review was the 
need for improved technology used to deliver effective telehealth. (Molini-Avejones et 
al., 2015). Blaiser et al. (2013) found that both providers and caregiver perceptions of 
telehealth improved drastically when connectivity issues to the Internet were solved. 
They solved provider and caregiver perception and satisfaction by providing adequate 
Internet speed to all participants of the study (Blaiser et al., 2013). Ensuring that 
providers and families are adequately trained and educated in the use of telehealth prior 
to the first session can also decrease technological challenges. Blaiser et al. (2013) had 
two families withdraw from their study for reasons which suggested that the families felt 
that learning new technology was not feasible or desirable for them at the time.  Cole et 
al. (2016) found that reluctance to participate in telehealth sessions by families and 
providers stemmed from a lack of understanding of the process. The authors created a 
brochure explaining telehealth and found that families and providers who were given the 
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brochure were then more willing to engage in the use of telehealth (Cole et al., 2016).  
Recent advances in technology, including declining Internet connectivity costs, 
have led to an increase in the viability of providing high quality EI services via telehealth 
in settings where in-person sessions are not feasible on a timely or consistent basis 
(Havenga et al., 2015). Cason, Behl, & Ringwalt (2012) also suggest that in order to 
overcome the current barriers “policy development, education of stakeholders, additional 
research, utilization of a secure delivery platform, and advocacy may facilitate more 
widespread adaptation of telehealth” in EI practice (p. 43). 
Reimbursement of services remains a strong barrier to providing EI services via 
telehealth. As telehealth is a new service delivery model in healthcare, some state 
Medicaid programs, such as in Kentucky and New Mexico, have adopted telehealth by 
OTs into their EI reimbursement policies, whereas others, such as Massachusetts (MA), 
have not (Cason, 2014). In MA, EI is a state and federally mandated service paid for by 
the MA Department of Public Health (DPH), Medicaid, and private health insurance. 
There are no out-of-pocket costs to families who qualify for EI services under Part C of 
IDEA (THOM, 2017).   Advocacy for telehealth reimbursement is ongoing with some 
states more advanced with their coverage than others. In New England, MA is far behind 
its surrounding states that have passed telehealth parity laws in the past decade. MA has 
some coverage for telehealth services under Medicaid managed plans, however, 
rehabilitation services delivered through telehealth are not covered (Capistrant & 
Thomas, 2016).  
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Evidence Supporting the Need for Using Telehealth for EI Services in 
Massachusetts 
In fiscal year 2018, MA EI providers served 41,400 children (P. Fougere, personal 
communication, March 18, 2018). To accommodate this increasing number of referrals 
who may require OT services, there are approximately 221 early intervention full-time 
OTs in MA (P. Fougere, personal communication, March 18, 2018). According to the 
U.S. Department of Labor Occupational Employment Estimate for 2016, there appears to 
be far fewer OTs in southwest, north central, and southeast (Taunton region) of MA than 
in other less rural areas of the state. (U.S. Department of Labor, 2016). Mr. Michael 
Hutton-Woodland, the clinical director of the REACH Service Net, an EI program in 
north central MA which serves the biggest area of any EI program in MA, revealed that it 
is “not uncommon for a staff member to have to drive for an hour between visits.” In 
addition, he stated that with 70 REACH therapist and specialists, they currently serve 600 
clients totaling around 20,000 visits a year. With this high number of clients to serve in a 
1,242 square mile radius, REACH has struggled to recruit and maintain the staff needed 
to adequately serve their clients. As a way to solve these service delivery issues, Mr. 
Hutton-Woodland is very interested in incorporating telehealth into his EI program (M. 
Hutton-Woodland, personal communication, March 20, 2018). The islands of Nantucket 
and Martha’s Vineyard are other areas of the state which have experienced difficulty 
finding qualified OT’s to provide EI services (P. Fougere, personal communication, 
March 20, 2018).  The use of telehealth can help bridge this gap of provider shortage and 
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increased travel distance for Massachusetts EI OT administrators and providers and 
ensure children who qualify for EI are receiving the services that they need. 
 
 
Figure 2-1: Explanatory Model: Meeting the needs of children in rural communities 
who qualify for early intervention services 
 
Figure 2-1 is the explanatory model for the doctoral project which depicts how the key 
factors of limited access to services, provider shortages, and increased cost of providing 
services can interfere with the delivery of EI services. The model also shows that 
delivering EI services via telehealth faces other barriers, but that these barriers can be 




Telehealth Implementation Requires Training Programs and Current Technology 
Although there are many studies that document the usefulness of telehealth in 
overcoming challenges to EI practice in rural communities, few comprehensive training 
programs exist for administrators and clinicians who would like to create their own EI 
telehealth practice. Cole et al. (2016) documented the development of Colorado policies 
and procedures to incorporate telehealth into their current EI practice. They reviewed 
available resources and found no published training materials specific to this population, 
although they were able to take part in the field testing of the online resource guide being 
developed by the National Center for Hearing Assessment and Management (NCHAM) 
at Utah State University. (Blaiser, Behl, Olsen, & Cook, 2015; Cole et al., 2016). Blaiser 
et al. (2015) developed online training courses for administrators, direct service 
providers, and families who would like to develop or take part in telehealth, EI sessions. 
The content of the three courses are tailored to the specific participating provider’s needs. 
For example, the course for administrators includes content on privacy and security, cost, 
technology, and strategies for supporting the EI providers. The direct service providers 
course includes intervention best practice, technology use and troubleshooting, as well as 
sample video recordings of telehealth EI sessions. The course for families includes 
content on the flow of telehealth sessions, the family’s role in telehealth, and potential 
technological challenges (Blaiser et al., 2015; Cole et al., 2016). Cole et al. (2016) 
published a pilot study where a two-day training program using the NCHAM’s online 
resources was required for all administrators and EI providers prior to delivering services. 
A pre- and post-survey comparison showed an increase in knowledge in the studied areas 
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following the two-day training program (Cole et al., 2016).  
Ensuring that parents are adequately prepared prior to the first session is another 
feature of successful EI telehealth. Training of the parent may occur through phone 
conversations, a test-call, or in-person setup, all conducted before the first scheduled EI 
telehealth session (Fairweather et al., 2016; Grogan-Johnson et al., 2011; Havenga et al., 
2015; Lewis et al., 2008). The research has shown that parent and provider satisfaction 
with telehealth improves when they are adequately trained in the use of technology and 
when connectivity issues are kept at a minimum (Blaiser et al., 2013; Fairweather et al., 
2016; Olsen et al., 2012). 
Technological Considerations 
Internet connectivity and equipment are technological features that need to be 
taken into consideration when delivering successful EI through telehealth. Blaiser et al. 
(2013) concluded that setting their goal for bandwidth to 1.5 Mbps upload and download 
speeds made a significant difference in the communication quality and connectivity for 
their participants. They also stressed that this finding suggests that families in rural areas 
without sufficient access to resources will face challenges accessing the necessary 
technological set-up (Blaiser et al., 2013).  Although, as mentioned earlier, recent 
advances in technology, including declining Internet connectivity costs, have led to an 
increase in the viability of providing high quality EI services through telehealth in 
settings where in-person sessions are not feasible (Havenga et al., 2015). The majority of 
the technology and equipment used in the evidence-based literature were provided to 
families by the administrators of the study (Ciccia et al., 2011; Baharav & Reiser, 2010; 
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Behl et al., 2017; Blaiser et al., 2013; Fairweather et al., 2016; Meadan et al., 2016; Olsen 
et al., 2012;), however, when possible, families were encouraged to learn on and use their 
existing technology to access telehealth services (Behl et al., 2017; Havenga et al., 2015).  
It is important for the administrators of EI programs to conduct a cost analysis to 
determine if providing the proper technology and setting it up in homes would be of 
significant benefit versus having the families access or purchase the technology on their 
own (Blaiser et al. 2013; Cason, 2009; Olsen et al., 2012).  In most cases, cost is 
recovered through the reduction of travel and time that comes with providing services 
virtually (Cason, 2009; Olsen et al., 2012). The providers must also take into 
consideration the family’s financial situation and whether purchasing or having access to 
their own equipment is feasible.  
When choosing a telehealth platform, also known as Voice over the Internet 
Protocol (VoIP) System, to deliver services, privacy, security, and compliance need to be 
considered (Behl & Kahn, 2015; Cason, 2015; Watzlaf, Moeini, & Firouzan, 2010). VoIP 
systems tend to be cheaper than other videoconferencing systems, however, Watzlaf et al. 
(2010) suggests that a risk analysis should be performed to determine if the system is 
compliant with the Health Insurance Portability and Accountability Act (HIPPA) and the 
Health Information Technology for Economic and Clinical Health Act (HITECH). The 
authors provide risk analysis resources as well as a checklist to help analyze software 
compliance (Watzlaf et al., 2010). Their recommendations for determining compliance 
include: forming a team of health and legal professionals to examine the VoIP system as 
well as staying up-to-date on technological changes, educating and training providers on 
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all privacy and security aspects of the VoIP system, creating an informed consent form 
that parents sign, and developing an incident report system (Behl & Kahn, 2015; Watzlaf 
et al., 2010). 
Conclusion 
Although research is limited, a number of studies have documented telehealth as a 
comparable and viable alternative to conventional in-person EI services in rural 
communities. Additionally, telehealth has been shown to lessen the barriers of limited 
access, provider shortages, and increased cost of services (Baharav & Reiser, 2010; Behl 
et al., 2017; Blaiser et al., 2013; Cason, 2009; Ciccia et al., 2011; Havenga et al., 2015; 
Heimerl & Rasch, 2009; Molini-Avejonas et al., 2015; Olsen et al., 2012; Taylor et al., 
2014). Research is ongoing to determine the most effective and evidence-based, service 
delivery method for EI through telehealth. In addition, telehealth policies and procedures 
and the challenges facing the delivery of EI services vary state-by-state (CCHP, 2018), 
encouraging the development of state-specific training materials and courses to increase 
provider knowledge and confidence, ultimately leading to an increased use of telehealth 
in current practice. Massachusetts is a state facing similar EI OT service delivery 
challenges in its rural regions as the challenges seen in other rural parts of the U.S. 
Telehealth can help overcome these challenges and help deliver EI OT services to rural 
MA. Chapter 3 will outline this project’s proposed training program specific to the State 
of Massachusetts which will promote the use of telehealth as an EI service delivery 




CHAPTER THREE: THE PROPOSED TELEHEALTH TRAINING PROGRAM, 
MORE EI 
Introduction 
This project addresses the challenges facing the delivery of early intervention (EI) 
occupational therapy (OT) services in rural Massachusetts (MA) communities. The root 
of the problem in general arises from limited access to services, provider shortages, and 
increased cost of providing services in rural areas (Baharav & Reiser, 2010; Behl et al., 
2017; Blaiser et al., 2013; Cason, 2009; Ciccia et al., 2011; Havenga et al., 2015; Heimerl 
& Rasch, 2009; Molini-Avejonas et al., 2015; Olsen et al., 2012; Taylor et al., 2014). 
Telehealth, which is defined by the AOTA as “the application of evaluative, consultative, 
preventative, and therapeutic services delivered through telecommunication information 
technologies,” can be used to enhance EI services by both supplementing existing limited 
services and providing access to families in communities where services are unavailable 
(AOTA, 2016, p. 1; Cason, 2011). The proposed project is an online training program for 
OT practitioners to use when designing telehealth EI service delivery programs in rural 
MA communities. 
Considerations and Benefits Regarding an EI Telehealth OT Training Program 
Telehealth is widely viewed as an adjunct service to traditional in-person service 
delivery rather than a replacement (Behl et al., 2017). When reflecting on best practice 
during EI telehealth sessions, it is important to consider that although EI can be delivered 
virtually, families should still receive high-quality, family-centered services as mandated 
under Part C of IDEA (IDEA, 2004). Coaching, as an intervention tool, is also accepted 
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as best practice in EI and has been documented as a challenge for providers to 
incorporate into in-person intervention sessions (Campbell & Sawyer, 2007; Peterson et 
al., 2007). Recent studies have found that telehealth can effectively promote the 
recommended best practice of coaching between the provider and parent within the 
natural environment (Baharav & Reiser, 2010; Blaiser et al. 2013; Behl et al., 2017; 
Gibbs & Toth-Cohn, 2011; Meadan et al., 2016; Olsen et al., 2012).   
Currently Available Training Materials 
Although there are many studies that document the usefulness of telehealth in 
overcoming challenges to EI practice in rural communities, few comprehensive training 
materials exist for administrators and providers who would like to create their own EI 
telehealth practice. Cole et al. (2016) documented Colorado’s policies and procedures 
concerning how to incorporate telehealth into their current EI practice. They reviewed 
available resources and discovered no published training materials specific to this 
population, although they were able to take part in the field testing of the online resource 
guide being developed by the National Center for Hearing Assessment and Management 
(NCHAM) at Utah State University. (Blaiser et al., 2015; Cole et al., 2016). 
Blaiser et al. (2015) created online training courses for administrators, direct 
service providers, and families who would like to develop or take part in EI telehealth 
programs. The content of the three courses is tailored to the specific course participant’s 
needs and not to any particular state’s guidelines or laws. For example, the course for 
administrators includes content on privacy and security, cost, technology, and strategies 
for supporting the EI providers. The direct service providers’ course includes intervention 
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best practice, technology use and troubleshooting, as well as sample video recordings of 
telehealth EI sessions. The course for families includes content on the flow of telehealth 
sessions, the family’s role in telehealth, and potential technological challenges (Blaiser et 
al., 2015, Cole et al, 2016).  Currently, in the state of Massachusetts there is a need for a 
state-specific training program, similar to the programs mentioned above, for MA OT 
practitioners interested in incorporating telehealth in their EI practice. 
The Proposed Massachusetts Online Resource Education for Early Intervention 
(MORE EI) Telehealth Training Program 
A proposed online training program unique to MA and highlighting the state’s 
philosophies, policies, and practices surrounding EI and telehealth, will be created. This 
Massachusetts’s Online Resource Education for Early Intervention (MORE EI) 
Telehealth Training Program will be modeled after the Utah State University’s online 
training programs, NCHAM. The MORE EI Telehealth Training Program will educate 
OT practitioners about the resources needed and available in MA to conduct EI online 
telehealth services.  Training will be designed as a series of online, self-paced, 
educational videos for EI OTs in MA who are interested in incorporating telehealth into 
their existing practice, particularly in rural communities in need of EI services. The 
program will be formatted as self-paced videos with an approximate length of fifteen 
minutes per video and will include links to supplemental materials. The user will be able 
to pause, fast-forward, and rewind the training as needed. Topics covered in the videos 
are outlined in Table 3-1, and an example of content for the Privacy and Security video 
can be found in Appendix B. The training videos will initially be available publically on 
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YouTube to help generate interest and promote the training program.  Ultimately, the 
goal will be to make The MORE EI training videos part of a more comprehensive 
website, MAtelehealthtools.com, that provides information on other telehealth OT 
services, along with telehealth resources available to OT providers in MA.   
Promoting the EI telehealth training program 
In order to identify potential MORE EI Training Program participants interested 
in incorporating telehealth into their EI services, established EI programs in MA, 
particularly in rural regions, will be contacted via email and phone. The benefits and 
advantages of using telehealth to provide EI services will be presented to these programs. 
Through increased awareness, OT providers will then likely be seeking to learn more 
about the telehealth education training program as they evaluate and identify barriers to 
their own current EI practices in rural communities and come to see telehealth as a 
potential solution. These barriers may include limited access to services, provider 
shortages, and increased cost of providing services in these areas.  
Table 3-1: Outline of the videos within the MORE EI Training Program  
Topics for Videos Features 
Benefits and 
Challenges of EI 
via Telehealth 
Benefits 
• Provides access to qualified providers 
• Reduces travel time 
• Reduces cancellations related to weather, illness, etc. 
• Promotes family-centered practice and coaching 
Challenges 
• Access to high-quality Internet connection and adequate 
technology in regions of MA 
• Confidence and adequate skills with use of technology for 
both the provider and families 
• Access to materials and quiet environment 
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• Overview of EI principles in order to meet Part C standards 
• Skills necessary for providers and families (checklist) 
• Steps needed to prepare the environment for the telehealth 
session  
• Conducting the telehealth session – sample sessions 
Technology and 
Support 
• Hardware and software recommendations 
• Cost analysis  
• VoIP available to MA providers 
• Getting technology ready for telehealth session 
• Checklist to determine family’s home capacity for 
telehealth 
• Troubleshooting strategies for technology issues 
Privacy and 
Security 
• Overview of HIPPA 
• Applying privacy and security regulations to telehealth 
• HIPPA compliant technology  
• Obtaining consent to: record sessions, share recordings, 
include observers of sessions 
Reimbursement 
and Advocacy 
• Overview of MA telehealth laws and reimbursement 
policies  
• Part C reimbursement: Part C funds, MassHealth, private 
insurance 
• Compared to other states 
• Advocating for EI telehealth reimbursement in MA 
Evaluating 
Outcomes 
• Service delivery: Frequency, parent and provider 
satisfaction with technology, cost 
• Family-centered practice 
• Parent knowledge and competence 
• Child development 
 
Desired Outcome 
The desired outcome from OT providers participating in the MORE EI Telehealth 
Training Program is that they will demonstrate an increase in knowledge and confidence 
with the use of technology as a means of delivering adequate EI as well as increase their 
overall use of telehealth. Providers will in turn educate families on telehealth as a service 
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delivery method, leading to an increase in family knowledge of technology, satisfaction 
with services, and ability to interact with their child to promote development. Long-term 
outcomes include enhanced child development and an increased amount of EI services 
for families in rural communities. With access to the MORE EI Training Program, it is 
the hope that telehealth will be viewed by MA EI OT administrators and providers as a 
viable service delivery model to overcome the limited access to services, provider 
shortages, and increased cost of providing EI services in rural communities. 
Advocating for EI Telehealth Reimbursement in MA and for Making the MORE EI 
Telehealth Training Program Mandatory 
Reimbursement of services remains a strong barrier to providing EI services via 
telehealth. As telehealth is a new service delivery model in healthcare, some state 
Medicaid programs, such as Kentucky and New Mexico, have adopted telehealth by OTs 
into their EI reimbursement policies, whereas others, such as Massachusetts (MA), have 
not (Cason, 2014). In addition, Colorado’s (CO) Medicaid program currently reimburses 
for telehealth via Speech Therapy and not OT. This approval means that speech therapists 
in CO can deliver EI services via telehealth to families with Medicaid, and these 
providers will be reimbursed for the services (Health First Colorado, 2017). In MA, EI is 
a state and federally mandated service paid for by the MA Department of Public Health 
(DPH), Medicaid, and private health insurance. There are no out-of-pocket costs to 
families for EI services (THOM, 2017).  Therefore, a child three years old or younger in 
MA who qualifies for EI services under IDEA should receive these services at no cost. In 
New England, MA is far behind its surrounding states that have passed telehealth parity 
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laws in the past decade. MA has some coverage for telehealth services under Medicaid 
managed plans, however, rehabilitation services delivered through telehealth are not 
covered (Capistrant & Thomas, 2016).   
The MORE EI Telehealth Training Program will be designed to not only train 
providers in the use of telehealth for EI but will encourage their advocacy for EI 
telehealth reimbursement by MA. Once policy changes in MA have been established to 
allow EI providers to bill for services through telehealth, it is the ultimate goal of this 
project that the MORE EI Training Program will be made mandatory for all MA EI 
practitioners prior to providing and billing for telehealth services. CO has recently 
established a similar policy as they made changes to their state’s Part C Early 
Intervention Rules to add telehealth as a service delivery method as well as requiring any 
provider who plans to bill for telehealth to first complete their state-sponsored training 
(Cole et al., 2016).  
Overcoming potential barriers to creating the MORE EI Telehealth Training 
Program 
There are potential barriers to the creation of the MORE EI Telehealth Training 
Program. First, there are the technological challenges of creating engaging, informative, 
and educational videos that are intuitive for users. To overcome this challenge, a video 
designer will be hired to formulate the videos once all the content has been gathered and 
outlined. This individual will also be consulted concerning any issues with the videos 
once they have been launched. Another challenge will be keeping the content of the 
training program current and up-to-date.  Every six months, the content of the videos will 
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be reviewed and revised as necessary to ensure consistency with the latest evidence-based 
research and policies.  
The online training will need to address many challenges that providers and 
families may encounter during service delivery. These challenges include limited access 
to the Internet, lack of familiarity with technology, and technological problems during 
sessions (Blaiser et al., 2013; Havenga et al., 2015; Meadan et al., 2016; Olsen et al., 
2012). Recent advances in technology, including declining Internet connectivity costs, 
have led to an increase in the viability of providing high quality OT services via 
telehealth (Havenga et al., 2015). By participating in the MORE EI telehealth training, 
providers will gain an increased understanding of EI telehealth program development and 
they will gain insight into ways to thwart technological challenges. One major way to 
overcome the potential technological challenges mentioned above is for the 
administrators of the EI telehealth program to determine if they are able to provide 
families with adequate technology and to ensure the technology used is up-to-date and 
functioning properly. Administrators should perform a detailed cost analysis to compare 
and contrast in-person EI to EI through telehealth as well as compare the program costs 
for providing various equipment, Internet access, software, and IT support to families. 
The MORE EI telehealth training will address how to perform this cost analysis to 
determine if providing the proper technology and setting it up in each family’s home 
would be of significant benefit both monetarily and logistically.  Regarding the latter, the 
analysis must take into consideration the administrator’s time and effort that potentially 
will be required to troubleshoot the installation of the technology versus having the 
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families access or purchase the technology and support on their own (Blaiser et al. 2013; 
Cason, 2009; Olsen et al., 2012).  In most cases, the cost incurred by programs for 
providing technology is recovered through the reduction of travel and time that comes 
with providing services virtually (Cason, 2009; Olsen et al., 2012).  
Conclusion 
As detailed previously, the proposed project is the development of an online 
training program for MA OT practitioners to use when designing telehealth EI service 
delivery programs, particularly for the state’s rural communities. The MORE EI 
Telehealth Training Program will include policies, practices, and procedures specific to 
MA for delivering EI through telehealth. The desired outcome from providers 
participating in the program is that they will demonstrate an increase in knowledge, 
competency, and satisfaction with the use of telehealth technology as well as increase 
their overall usage of telehealth as a service delivery model. The long-term outcomes of 
the MORE EI training program include enhanced child development and an increased 
number of EI service sessions for families in rural communities to ensure that children 
who qualify for EI are receiving the services that they need.
		
31 
CHAPTER FOUR: EVALUATION PLAN 
Introduction 
The MORE EI Telehealth Training Program will address the challenges facing the 
delivery of early intervention (EI) occupational therapy (OT) services in rural 
Massachusetts (MA) communities. The root of the problem generally arises from limited 
access to services, provider shortages, and increased cost of providing services in rural 
areas (Baharav & Reiser, 2010; Behl et al., 2017; Blaiser et al., 2013; Cason, 2009; 
Ciccia et al., 2011; Havenga et al., 2015; Heimerl & Rasch, 2009; Molini-Avejonas et al., 
2015; Olsen et al., 2012; Taylor et al., 2014). Telehealth, which is defined by AOTA as 
“the application of evaluative, consultative, preventative, and therapeutic services 
delivered through telecommunication information technologies,” can be used to enhance 
EI services by both supplementing existing limited services and providing access to 
families in communities where services are unavailable (AOTA, 2016, p. 1; Cason, 
2011). The proposed project is the creation of online educational training modules for 
MA OT practitioners to use when designing telehealth EI service delivery models in their 
communities, especially in rural areas of the state. 
The Purpose of an Evaluation Plan 
The purpose of the program evaluation will be causative to determine the 
effectiveness of the training modules in preparing OT providers to deliver EI services via 
telehealth that are consistent with EI Part C standards mandated under IDEA (IDEA, 
2004). Telehealth is widely viewed as an adjunct service to the standard in-person service 
delivery rather than a replacement (Behl et al., 2017). When reflecting on best practice 
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during EI telehealth sessions, it is important to consider that although EI services can be 
delivered virtually, families should still receive high-quality, family-centered services 
mandated under IDEA (IDEA, 2004).  Coaching, as an intervention tool, is also accepted 
as best practice in EI and has been documented as a challenge for providers to 
incorporate into in-person intervention sessions (Campbell & Sawyer, 2007; Peterson et 
al., 2007). Recent studies have found that telehealth can promote the recommended best 
practice of coaching between the provider and parent within the natural environment 
(Baharav & Reiser, 2010; Blaiser et al. 2013; Behl et al., 2017; Gibbs & Toth-Cohn, 
2011; Meadan et al., 2016; Olsen et al., 2012).  
The establishment of telehealth educational training modules as well as the 
encouragement of providers to participate in the training prior to and during 
implementation of telehealth in EI practice is also rooted in the evidence. Studies 
highlight that when developing an EI telehealth program, training of the provider should 
be addressed by the program. (Blaiser et al., 2015; Blaiser et al., 2013; Cole et al., 2016; 
Behl & Kahn, 2015).  For example, Cole et al. (2016) published a pilot study where a 
two-day training was required for all administrators and EI providers prior to delivering 
services. The training course for administrators included privacy and security, cost, 
selection of software, and strategies to support the providers. The training for providers 
included examining sample videos, discussing EI best practice, and learning strategies for 
the use of technology (Cole et al., 2016). A pre- and post-survey comparison of 
administrators and providers showed an increase in knowledge and confidence in the 
studied areas following the two-day training (Cole et al., 2016). 
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Evaluation Plan Considerations 
At the program level, it is critical to conduct a formative evaluation to determine 
if the MORE EI training videos created through this project promote and translate to 
high-quality family-centered services. As stated in Chapter 2, children under the age of 3 
are at a critical period of development. Studies have shown that in U.S. rural areas, those 
families and their children who qualify for EI services as mandated by Part C of IDEA 
are not receiving adequate services. (Cason, 2009) This is also likely true in certain rural 
areas of MA given the lack of OTs and increased travel time to families (see Chapter 2). 
The family is seen as the primary source of influence of child behavior, learning, and 
development, which is why part of the evaluation plan will focus on ensuring that the 
MORE EI training program promotes high-quality family-centered services. (Dunst & 
Espe-Sherwindt, 2016).   
At the individual provider level, a certain amount of technological knowledge and 
proficiency is required prior to implementing EI telehealth services. Lack of 
technological knowledge has been cited as one of the main barriers to effective EI 
delivery through telehealth (Blaiser et al., 2013; Gibbs & Toth-Cohen, 2011; Havenga et 
al., 2015). Therefore, an individual provider evaluation will also be conducted to 
determine change in OT provider knowledge and confidence with their abilities to deliver 
EI services through telehealth as a result of participation in the MORE EI training 
modules. The ultimate goal of a provider’s increase in knowledge and confidence will be 
an increase in their overall use of telehealth for delivering EI services to families in rural 
communities leading to an increase in availability of services and eventual enhanced 
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child development. Appendix C depicts the process by which the MORE EI Telehealth 
Training Program will achieve the desired outcomes.  
Methods 
The evaluation of the MORE EI Telehealth Training Program will take place over 
six months with five EI providers taking part in this evaluation phase.  The providers will 
be licensed occupational therapists in the State of Massachusetts and currently traveling 
to rural MA communities to deliver in-person EI services. These OTs should not have 
previously used telehealth. The included families must have a child under three years old 
who qualifies for EI services according to Part C of IDEA. The participating OTs and 
qualifying families must have high-speed Internet service with at least 1.5 Mbps upload 
and download speeds and be connected to the Internet with a computer or other device 
such as a tablet or mobile phone that has a functioning web camera (Blaiser et al., 2015).  
Outcome Measures 
 The Home Visit Rating Scale (HOVRS, v2.0) is used to measure the quality of 
intervention and interpersonal dynamics of intervention sessions to ensure adherence to 
evidence-based EI home visit practices. It was designed to measure best practice for 
home visits with families of children under 24 months old. The scale measures a home 
visitor’s relationship with the family, responsiveness to the family, facilitation of the 
parent-child interaction, and non-intrusiveness and collaboration. Items are rated on a 
seven-point scale and measure the extent to which services support the family’s needs 
and promote family-centered intervention (Behl et al., 2017; Roggman et al., 2009). 
Provider confidence in the use of telehealth during EI sessions will be measured 
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using an adapted version of the Telepractice Self-Evaluation Form created by the 
National Center for Hearing Assessment and Management (Cole et al., 2016). Questions 
will be rated using a Likert scale from not at all to completely (0 = not at all and 4 = 
completely). There will also be a qualitative portion of the survey for providers to detail 
insight into knowledge gained and confidence with the use of telehealth technology. The 
measure is a self-report and the entire survey should be completed in one sitting, both 
prior to and following completion of the training modules.  
Research Design 
A quasi experimental pre- and post-test design will be utilized in the evaluation 
phase to determine the effectiveness of the MORE EI training modules at both the 
program and individual provider levels. Initially, at the beginning of the evaluation phase, 
each participating OT provider will only receive assistance setting up a technology 
connection with one of their clients to allow two-way communication.  First, without any 
telehealth training or instruction, the OT providers will be told to carry out five EI 
telehealth sessions with their EI client. After these untrained providers each perform five 
initial EI sessions using the technology connection, they will be emailed the Telepractice 
Self-Evaluation Form to be completed within one week. Once this form has been 
submitted, these untrained providers will be emailed a direct link to the six MORE EI 
training videos and asked to complete them all within one month. Following completion 
of the MORE EI training videos, the OT providers will then be asked to conduct five 
additional EI sessions using the same technology connection with their EI client. Within 
one week after completing the final EI session, the providers will again be asked to 
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complete the Telepractice Self-Evaluation Form. This post-survey will also include a few 
open-ended questions asking for provider feedback on the training videos and experience 
with the telehealth sessions. All telehealth sessions (pre- and post-participation in the 
MORE EI training videos) will be recorded and coded by a trained observer. The trained 
observer will use HOVRS to measure the extent to which sessions support the family’s 
needs and promote EI best practice.  
Data Management 
There will be two individuals designated to data collection. They will be 
responsible for emailing and retrieving provider self-report forms as well as ensuring that 
providers are completing each stage of the evaluation prior to beginning another. In 
addition, there will be one trained observer who rates recorded telehealth sessions using 
The Home Visit Rating Scale. Two laptop computers will be designated for data entry 
and analysis. In order to allow for time efficiency, as quantitative data is collected, an 
individual will input it into Excel. A single user license of a computer-aided qualitative 
data analysis, such as NVivo 11, will be purchased for coding and categorizing 
qualitative data. The data analysists will input qualitative data as it is collected. 
The qualitative data collected via open-ended questioning on the Telepractice 
Self-Evaluation Form will be presented via descriptive methods. These descriptive 
methods will be valuable for recording and analyzing the information gathered. The 
information can be presented in chart format to better visualize the data and compare and 
contrast prior and post intervention phases.  
All quantitative data will be collected as ordinal data. For example, the 
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quantitative survey questions will be a fixed choice from completely to not at all. In 
addition, the Home Visit Ranking Scale, used by the trained observers, is a 7-point 
ordinal scale. Due to the ordinal data collected, the data will be analyzed using non-
pragmatic statistics. 
Conclusion 
As a result of the evaluation at the program level, data analysis will determine if 
the training modules created through this project promote and translate to high-quality 
family-centered EI services. At the individual provider level, it is hoped that change in 
OT provider knowledge and confidence with their abilities to deliver EI services through 
telehealth are reflected in the evaluation data. Through data analysis and participant 
feedback, modifications and improvements to the program will be made to further help 
lead to the ultimate goal of an increase in overall use of telehealth for delivering EI 
services and eventual enhanced child development.
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The proposed MORE EI Telehealth Training Program will be modeled after the 
National Center for Hearing Assessment and Management (NCHAM) online training 
courses, however, it will be unique to Massachusetts (MA) and highlight the state’s 
philosophies, policies, and practices. The training program will be designed as an online, 
self-paced, educational course for early intervention (EI) occupational therapy (OT) 
providers in MA who are interested in incorporating telehealth into their existing 
practice. The program will be formatted as six self-paced videos (see Chapter 3) with an 
approximate length of fifteen minutes each and with links to supplemental materials. The 
user will be able to pause, fast-forward, and rewind the training as needed. Initially, a link 
to the training videos will be available publically on YouTube, with an end goal being to 
incorporate the MORE EI training videos into a comprehensive website, 
MAtelehealthtools.com, that will provide a wide-range of telehealth resources for OTs in 
MA.  
The initial desired outcome from OTs participating in the training videos is that 
they will demonstrate an increase in knowledge and competency with the use of 
telehealth as a means of delivering effective EI services as well as increase their overall 
use of telehealth. Providers will in turn educate families on telehealth as a service 
delivery method leading to an increase in family knowledge of technology, satisfaction 
with services, and ability to interact with their child to promote development. Long-term 
outcomes include enhanced child development and increased amount of EI services for 
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families in rural communities. With access to the MORE EI training program, it is the 
hope that telehealth will be viewed as a viable service delivery model to overcome  
limited access to services, provider shortages, and increased cost of providing 
EI services in rural communities as measured by the amount of telehealth sessions 
delivered following participation in the program.  
This chapter will highlight the expenses associated with development, 
implementation, and dissemination of the training program as well as funding sources to 
offset these expenses, ensuring the successful distribution and operation among the MA 
EI community. 
Project Expenses and Funding 
Expenses 
In year one, the cost of developing and evaluating the training videos needs to be 
considered. This writer will take on the primary role of gathering information and 
structuring the content for the training. The writer currently holds a full-time job as an 
occupational therapist where she works four days per week, so the off day will be 
dedicated to work on the content for the training videos. Therefore, time off from work 
will not need to be taken for this commitment. The content will then be transformed into 
Internet-based videos. A video designer/web developer consultant will be hired around 
the time that the content is ready to be made into educational training videos. The average 
hourly rate for this consultant is $16.71 per hour and it is estimated that the videos will 
take 40 hours to create for a total of $668.4 (Salary.com, 2018). The writer has access to 




In addition to personnel expenses, there are also expenses for supplies and 
materials. The training videos will be created by the consultant using a video editing 
program such as iMovie and a text editor such as Sublime text, which are available for 
free download (Sublime Text, 2018). The consultant will have the freedom to choose 
which programs he feels most comfortable using to create the Internet-based training 
videos. The videos will then be uploaded to YouTube at no cost to the program.  
Rights to Microsoft Office including access to Word, PowerPoint, Excel, and 
Outlook, are also critical to the creation, implementation, and success of the training 
program. Microsoft Office typically costs $149.99; however, this writer already has 
access to the software (Microsoft, 2018).  
Following development of the videos, a link to the training videos on YouTube 
will be emailed to the five providers participating in the evaluation phase. The email will 
include information such as a description of the purpose of the training videos and an 
attachment to the Telepractice Self-Evaluation Form being used to measure confidence in 
the use of telehealth during EI sessions (see Chapter 4). The providers will be instructed 
to complete the form electronically and send it back to the writer through email to avoid 
postage costs. As mentioned in Chapter 4, both the providers and families will be 
required to have access to high-speed Internet and a device with a web camera. 
Participating families will receive all telehealth sessions at no cost, however, providers 
will be compensated for their time. When payed hourly, the salary for an EI OT in MA 
can be between $40 to $60 per hour (NGOT, 2017). The five providers participating in 
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the evaluation phase will complete a total of ten telehealth EI sessions each (five prior to 
participation in the MORE EI telehealth training program and five after participation in 
the MORE EI telehealth training program). At a rate of $50/hour, this will be $500 per 
provider for a total of $2500 (assuming each telehealth session is one hour in length). 
Three individuals will be designated for video footage and data analysis during the 
evaluation. They will be hired at a rate of $20/hr for an approximate total of 10 hours 
($600 total).  
 In the second year, and after the initial evaluation phase is completed, the training 
videos will be made available on a website dedicated to the use of telehealth in MA 
(MAtelehealthtools.com). To host the website on GoDaddy.com, there is a monthly fee of 
$15 ($180/year) (GoDaddy.com, 2018). The writer currently has access to high-speed 
wireless Internet out of her home (Comcast, 2018). Back-end coding of the website 
layout will be completed by a web designer costing $35 per hour for an estimated 80 
hours of work ($2800 total) (Salary.com, 2018). However, for the development of the 
MA telehealth website, the web designer will volunteer his services and not charge the 
project. Once the website is completed and launched, dissemination efforts, as detailed in 
Chapter 6, will be carried out via email and phone calls ($65/month for phone service) 
(AT&T, 2018). In addition, this writer will present at the Massachusetts Early 
Intervention Consortium (MEIC) and Massachusetts Association for Occupational 
Therapy (MAOT) conference in year one and two, with an additional presentation at the 
American Occupational Therapy Association (AOTA) in the second year. Below, Table 




Table 5.1 Budget items for the creation and implementation of the MORE EI 
Telehealth Training Program 
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$1140 $1140 $2970 $2970 
TOTAL $6617.27 $4240 $6309.88 $3150 
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Available Local Resources 
 
Local resources are critical to the successful creation and implementation of the 
training videos. Networking and communication with local EI providers will aid in the 
establishment of content for the modules. These providers will be able to share personal 
experiences with their use of telehealth in EI, review content, and provide suggestions for 
program development and improvement. The volunteer video designer/web developer 
consultant will provide free video creation and web development in both the first and 
second years. 
Funding Sources 
In addition to the previously described available in-kind resources, crowd source 
fundraising as well as federal and state grants are available as funding sources for the 
program. Crowd source fundraising through a GoFundMe account could be created to 
raise additional funds from family, friends, and colleagues (GoFundMe, 2018). A goal of 
$2500 will be set, and this money will help fund mostly the salaries of the providers and 
support staff participating in the evaluation plan.  
Federal and state grants are also available as funding sources for the program. The 
Use of Technology to Enhance Patient Outcomes and Prevent Illness is a grant offered by 
the Department of Health and Human Services (DHHS) to those focused on the 
development and utilization of technology to promote positive patient outcomes. 
Specifically, DHHS encourages the use of this grant to explore the implementation and 
use of technology in remote areas to deliver healthcare (DHHS, 2018). The 
Massachusetts EI Training Center provides support to those in the MA EI system who are 
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looking to expand their professional development through the Shishmanian Grant (MA 
EI Training Center, 2018). The Massachusetts Special Initiative Grant provides funding 
for programs that expand access to healthcare for low-income and vulnerable individuals 
in Massachusetts. The programs which qualify for this grant propose innovative ways to 
expand access to coverage and care (RHIhub, 2018). The MORE EI Telehealth Training 
Program should qualify.  In addition, Sargent College at Boston University offers the 
Dudley Allen Sargent Research Fund, which provides financial assistance to post 
professional doctoral students involved in research. Any student enrolled in a Sargent 
College professional doctorate degree program can apply. These grants are outlined 
below in Table 5.2.  
Table 5.2 Available Grants 
Grant Title: Criteria for Grant that makes it Applicable:  
Use of Technology to 
Enhance Patient Outcomes 
and Prevent Illness 
 
(DHHS, 2018) 
• Department of Health and Human Services 
• Funding for clinical research focused on the 
development and utilization of technology that can 
help address patient outcomes. 
• The specific tools or interventions proposed should 
clearly indicate how they will enhance patient benefits 
in environments such as in the home. 




 (RHIhub, 2018) 
• Funding for programs that expand access to healthcare 
for low-income and vulnerable people in MA 
• Eligible applicants – nonprofit organizations, 
organizations primarily serving low-income and 
vulnerable people. Particularly individuals receiving 
MassHealth or other subsidized health insurance. 
• Maximum award: $50,000 
Shishmanian Grant 
 
(MA EI Training Center, 
2018) 
• Funding for those involved in the MA EI system who 
are looking to enhance their professional development 
with support of the MA EI Mission and Key Principles 




• Maximum award: $2000 
Dudley Allen Sargent 
Research Fund: Doctoral 
Student Competition 
 
(Boston University, 2017) 
• Financial assistance to post professional doctoral 
students involved in research 
• Any student enrolled in the Sargent College 
professional doctorate degree program can apply 
• Maximum award: $5000 
 
Conclusion 
The expenses associated with the creation and implementation of The 
Massachusetts Online Resource Education for Early Intervention (MORE EI) Telehealth 
Training Program appear predictable and manageable, and if needed, several potential 
funding sources are available. Many of the resources needed for the creation and 
operation of the training program such as Internet access, web and video design, and 
supplies are either already available to the writer or will be granted in-kind by the video 
designer/web developer consultant.  The projected low cost and the volunteer 
participation by the consultant will allow this writer to have greater control of the timing 
and development of the program. Grants or other funding are available to offset expenses 





CHAPTER SIX: DISSEMINATION PLAN 
Introduction 
MORE EI is a self-paced training program for OT providers in rural 
Massachusetts (MA) who are interested in incorporating telehealth into their existing 
early intervention (EI) practice. The program is modeled upon the National Center for 
Hearing Assessment and Management (NCHAM) online telehealth training courses 
(Blaiser et al., 2105), however, MORE EI is unique to MA and highlights the state’s 
philosophies, policies, and current best practices. Topics covered in the MORE EI 
training program include benefits and challenges of EI through telehealth, implementing 
telehealth into practice, technology and support, privacy and security, reimbursement and 
advocacy, and how to evaluate outcomes. By participating in the program, OT providers 
will have a better understanding of how to incorporate telehealth into their existing EI 
practice to overcome limited access to services, provider shortages, and increased cost of 
providing EI services in MA rural communities. 
The dissemination plan will focus on increasing awareness about MORE EI and 
will begin at end of the first year of the program’s creation and will be carried out for two 
years. The plan below outlines the primary and secondary target audiences, goals for 
program dissemination, key messages for these audiences, influential spokespeople, and 
dissemination activities. 
Primary Target Audience 
The primary target audience is the administrators of EI programs in rural MA. 
Dissemination efforts targeting administrators will encourage them to involve their OT EI 
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providers in MORE EI. Satisfaction with MORE EI by the administrators will then 
hopefully lead to all EI programs in rural MA requiring their EI OT providers to 
participate in the MORE EI training program prior to implementing EI services through 
telehealth. 
Secondary Target Audience 
The secondary target audience is the EI OT providers in MA who provide 
services to children and families in rural areas. Dissemination efforts targeting this 
audience will lead to an increase participation in the MORE EI training program.  
Dissemination Goals 
Long Term Goal: The dissemination of the program to the primary and secondary 
audiences will lead to the early intervention programs in rural Massachusetts requiring 
their OT staff to complete the MORE EI training program prior to using telehealth in their 
practice.  
Short Term Goal 1: The dissemination of the program to the primary audience will lead 
to at least one EI program in north central MA to the MORE EI training program on their 
staff portal.  
Short Term Goal 2: The dissemination of the program to the secondary audience will lead 
to at least five OT providers in north central MA participating in the program.  
Key Message 
To the Massachusetts early intervention program administrators  
•  MORE EI provides EI OT practitioners with the knowledge and skills to 
effectively incorporate telehealth into their existing EI practice in order to 
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overcome limited access to services, provider shortage, and increased cost of 
services for families in rural communities.  
• Telehealth is a new and growing field that has been documented as a comparable 
and viable alternative to conventional in-person EI services in rural communities 
(Baharav & Reiser, 2010; Behl et al., 2017; Blaiser et al., 2013; Cason, 2009; 
Ciccia et al., 2011; Havenga et al., 2015; Heimerl & Rasch, 2009; Molini-
Avejonas et al., 2015; Olsen et al., 2012; Taylor et al., 2014).  MORE EI is a 
training program that allows EI program administrators the ability to ensure 
employee competence prior to engaging in EI sessions through telehealth.  
• EI delivered through telehealth has the potential for significant cost benefits. By 
providing services through telehealth, this eliminates the cost of travel time as 
well as cancellations from scheduling conflicts, sick family members, or bad 
weather (Behl et al., 2017; Blaiser et al., 2013). MORE EI provides an outline for 
a detailed cost analysis to be conducted by providers and administrators prior to 
implementing telehealth into their current practice.  
To the Massachusetts early intervention OT providers 
• In the U.S., many children are not receiving the EI services they qualify for due to 
limited access to services, provider shortages, and increased cost of providing 
services, especially in rural communities (Blaiser et al., 2013). Similar barriers to 
EI service delivery also appear to be present rural areas of MA (U.S. Census, 
2010) (see Chapter 2). EI delivered through telehealth has the potential to 
overcome these barriers. MORE EI provides the knowledge and foundational 
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tools for OT providers to begin to incorporate telehealth into their own EI practice 
in rural communities.  
• Telehealth as a service delivery model for EI has been shown to facilitate the best 
practice of coaching between the provider and caregiver. Interacting via telehealth 
necessitates the parents to take an active role in working with the child. The 
parent is physically present as the primary facilitator of the child’s development, 
whereas the provider coaches the family virtually (Behl et al., 2017; Blaiser et al., 
2013; Hamren & Quigley, 2012). MORE EI reviews EI best practice principles 
and demonstrates how coaching seamlessly is incorporated into EI sessions 
conducted through telehealth.  
• Research has shown that provider satisfaction with telehealth improves when she 
or he is adequately trained in the use of technology (Blaiser et al., 2013; 
Fairweather et al., 2016; Olsen et al., 2012). MORE EI outlines technology cost 
analysis, setup for providers and families, and troubleshooting technological 
issues, which allows providers to feel competent with the use of technology when 
initiating their own telehealth EI practice.  
Primary Influential Spokespeople 
 Early in the dissemination efforts, MORE EI will work with influential 
spokespeople to increase awareness about this EI telehealth training program. These 
spokespeople will include EI administrators and providers who have used telehealth in 
the past. Administrators and OTs from various states such as Colorado and Utah who 
have pioneered the use of telehealth in early intervention will be invaluable as 
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spokespeople to help promote MORE EI in Massachusetts.  
Later in the dissemination, testimonials from former MORE EI program 
participants about their experience with the training and how it impacted their current 
practice will aid in new participant outreach. In addition, administrators of the EI 
programs who agree to promote the program by linking the videos on their employee 
portals will also become influential spokespeople for MORE EI. These administrators, 
along with their EI OT providers, will be encouraged to share their experiences by word 
of mouth as well as written testimonials.  
Dissemination Activities 
Dissemination activities for both the primary and secondary audiences will 
include electronic media and person-to-person contact. EI programs in north central MA 
will be contacted via email to explain the relevance of MORE EI and encourage 
administrators to pass the content along to their EI OT providers. After three days have 
passed following the original email, this writer will make a phone call to the program 
administrators to further enhance the dissemination efforts. A goal of the dissemination 
phase will be to enroll at least five providers from north central MA in the MORE EI 
training program, not including those participating in the evaluation phase (see Chapter 
4). Later in the dissemination efforts, administrators of EI programs in rural areas of MA, 
like the north central region, will not only be encouraged to have their EI OT providers 
incorporate telehealth into their service delivery models but also to require the MORE EI 
program as a mandatory continuing education step for EI OT providers to complete prior 
to implementing telehealth into their existing EI practice. Participating program 
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administrators will also be encouraged to include a link to MORE EI videos on their 
employee portal. 
In addition to the dissemination emails and phone calls, a presentation at the 
Massachusetts Early Intervention Consortium (MEIC) and the Massachusetts Association 
for Occupational Therapy (MAOT) conference will occur. This writer will present her 
doctoral project’s research supporting the MORE EI Telehealth Training Program and the 
program description, objectives, and efforts to generate increased interest and 
participation from MA occupational therapists as well as to encourage advocacy for 
reimbursement of telehealth in MA. The presentation will occur again the following year 
at MEIC and MAOT as well as at the American Occupational Therapy Association 
(AOTA) conference. These presentations at state and national conferences will not only 
aid in meeting the short- and long-term goals of the dissemination plan of this project, but 
it is the hope that these talks will also generate conversation about advocacy for change 
in policy and reimbursement both locally and nationally for early intervention delivered 
through telehealth. To further reinforce dissemination by these presentations and the need 
for EI OT telehealth advocacy, an article about OT EI telehealth and the MORE EI 




Table 6.1: Budget for Dissemination Plan  




$65/month = $780/year $65/month = $780/year 






(D. Caira, personal communication, 





Travel Expenses  $600 
TOTAL SECONDARY  $360 $2190 
TOTAL COST  $1140 (Dissemination Y1) $2970 (Dissemination Y2) 




 Success of the dissemination plan efforts on the primary audience will be 
achieved if at least one EI program from north central MA links the MORE EI training 
videos to their employee portal by the end of the dissemination plan. 
 Success of the dissemination plan efforts on the secondary audience will be 
achieved if at least five OT providers from north central MA will have participated in the 
MORE EI training program. During dissemination efforts, there will be a link at the end 
of the final video to an online survey. Completed surveys will be sent directly to this 
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writer’s email. This survey will ask for information about the provider, such as their 
current area of work, location, and how they heard of the training program as well as ask 
for feedback about the program. This evaluation form will help determine the sources of 
online traffic and the strengths and weaknesses of the training, which will assist to shape 




CHAPTER SEVEN: CONCLUSION 
Early childhood is a critical period of development. Early intervention providers 
face challenges to provide EI services in rural areas that children from birth to age three 
qualify for under the IDEA. Telehealth is an innovative and viable service delivery model 
that should not be seen as a replacement for in-person home visits, but rather a valuable 
addition to help overcome challenges to providing EI OT services in rural areas. 
Although further research is needed, recent studies have reported that telehealth can 
promote the recommended EI best practices of family-centered intervention and of 
coaching between the provider and parent within the natural environment (Baharav & 
Reiser, 2010; Blaiser et al., 2013; Behl et al., 2017; Gibbs & Toth-Cohn, 2011; Meadan 
et al., 2016; Olsen et al., 2012), however barriers exist.  
Barriers to the use of telehealth in EI have been documented as limited access to 
the Internet, technological challenges during sessions, and lack of motivation to 
participate in telehealth sessions (Blaiser et al., 2013; Fairweather, 2016; Havenga et al., 
2015; Meadan et al., 2016; Olsen et al., 2012). Ensuring providers and families are 
adequately trained and educated in the use of telehealth prior to the first session has been 
found to decrease technological issues and increase the provider and family’s willingness 
to participate (Blaiser et al., 2013; Cole et al., 2016). In addition, policies and procedures 
for the delivery of telehealth and EI vary state-by-state, encouraging the development of 
state-specific training materials and courses to increase provider knowledge and 
confidence, ultimately leading to an increased use of telehealth in current practice 
(Blaiser et al., 2015; Cole et al., 2016). In New England, MA is far behind its surrounding 
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states that have passed telehealth parity laws in the past decade. MA has some coverage 
for telehealth services under Medicaid managed plans, however, rehabilitation services 
delivered through telehealth are not covered (Capistrant & Thomas, 2016).  
In Massachusetts, rural areas of the state are concentrated in the southwest, north 
central, and Taunton-Middleborough-Norton regions. Dukes and Nantucket counties, by 
definition, can also be considered rural areas (U.S. Census Bureau, 2010). According to 
the U.S. Department of Labor Occupational Employment Estimate for 2016, there 
appears to be far fewer OTs in these rural MA regions than in other areas of the state 
(U.S. Department of Labor, 2016).  As in other rural areas of the U.S., providers are 
facing challenges delivering EI OT services in rural MA regions. (M. Hutton-Woodland, 
personal communication, March 20, 2018). MA occupational therapists now have an 
opportunity to use telehealth to address the challenges faced delivering care in rural areas 
so they can ensure that children who qualify for EI are receiving the services that they 
need.   
The MORE EI telehealth training program is a theory and evidence-based 
resource for OT providers in MA who are interested in incorporating telehealth into their 
existing practice in rural communities. Participation in the program will inform EI OTs 
on the use of telehealth, importance of advocacy for changes in policy and 
reimbursement, and lead to acceptance of EI OT telehealth for EI service delivery in MA. 
Barriers exist to the acceptance of telehealth as a service delivery model in MA.  
Currently in Massachusetts, there is only limited coverage of telehealth in certain 
Medicaid managed care plans, with a lack of expanded telehealth coverage among this 
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state Medicaid program as well as all insurance plans. Coverage parity, reimbursing 
telehealth services on the same basis and at the same rate as in-person visits, is also a 
present barrier to the expansion of telehealth in the state.   
H.4332 is a telehealth bill presently pending before the Joint Committee on 
Health Care Financing. This bill proposes expanding access to care and ensuring 
coverage parity for telehealth services as well as improving telehealth credentialing and 
privileging by MA licensed providers. The passage of H.4332 should open the door to EI 
OT telehealth as a service delivery model in the state and create an urgent need for a 
Massachusetts telehealth training program like MORE EI (Commonwealth of MA, 2018). 
Although passage of a telehealth bill seems imminent after years of consideration, further 
delay also creates the need for the MORE EI telehealth training program to help increase 
awareness and promote advocacy in the state by EI OT providers for a MA law in support 
of telehealth.   
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APPENDIX A:  
MASSACHUSETTS POPULATION DENSITY MAP  








APPENDIX B:  
PRIVACY AND SECURITY VIDEO CONTENT 
Health Insurance Portability and Accountability Act (HIPPA) (OCR,2017) 
• HIPPA was enacted in 1996 to improve the efficiency and effectiveness of the 
health care system through the establishment of national standards and 
requirements for electronic health care transactions and to protect the privacy and 
security of individually identifiable health information. 
• Recent revisions in 2009 address the privacy and security associated with 
electronic transmission of health information under the Health Information 
Technology for Economic and Clinical Health Act (HITECH Act)  
• The same privacy laws for in-person must be followed for telehealth sessions. 
o Need to ensure sessions are compliant with privacy regulations  
o Ensure electronic delivery is secure 
Privacy and telehealth (Blaiser et al., 2015) 
• Obtain informed consent from families prior to anyone observing or recording the 
session 
• If sessions are recorded, secure access to the recordings using password-
protection or an encrypted site or server. 
• Sessions should take place in a private location 
• Dedicated computer 
• Encrypted VoIP system 
How to ensure HIPAA compliance (Blaiser et al., 2015) 
• Complete a HIPAA compliance checklist that is specific to VoIP systems used 
between providers and families.  
• By completing the checklist, this will prompt the user to contact the software 
company and ask further security questions. 
 
HIPAA Compliance Checklist for VoIP  
(Adapted from Blaiser et al. (2015) training materials)  
 Yes No Not included 
Privacy 
Personal Information 
Will employees and other users of VoIP software be 
able to listen in to telehealth calls between the patient 
and the therapist? 
   
Will telehealth content of sessions between the 
therapist and patient be accessible to individuals 
within and outside the software organization? 
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Will the VoIP software company provide the user 30-
60 days to comply with a new privacy policy, if it has 
changed? 
   
Retention of Personal Information 
Are telehealth sessions recorded?    
Will recorded sessions be retained and for how long?    
How long will other personal information be retained 
and what will this include? 
   
If a patient requests that past information be deleted, 
does the privacy policy state how this will occur? 
   
Is the level of access of the telehealth session 
recording up to the user? 
   
Security 
Are voice, video, and instant message conversations 
encrypted with strong encryption algorithms that are 
secure and private during transmission? 
   
Does the encryption protect telehealth sessions from 
potential eavesdropping by third parties during 
transmission? 
   
Does the encryption implementation contain specific 
information to explain what it entails? 
   
Can third parties be able to decode a recorded VoIP 
video and voice conversation by accessing encryption 
keys?  
Is it the user’s responsibility to make sure that 
appropriate anti-virus and anti-spyware protection is 
on their computer in order to prevent eavesdropping 
during telehealth sessions?  
   
How secure are videoconferencing sessions and how 
much personal health information may be transmitted 
to other authorities?   
   
Is the user required to enter any information into the 
public profile?  
   
Has a security evaluation of the VoIP software 
system been performed by an independent group?  
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APPENDIX C: LOGIC MODEL 
	
Program Title:  MORE EI: A Telehealth Training Program for Early Intervention Occupational Therapists 
Inputs Problem Activities  Outcomes 
















• Families with children 
under the age of three 
who qualify for EI 
services 
• EI program 
administrators 






• Computers and Internet 
access 
• YouTube videos 






• An OT for program 
content development 
• Web developer 
• Data analyst  
 
 
External/Environmental Factors:  
1. Access to technology and adequate Internet connection  
2. Funding awarded 
3. MA EI reimbursement policies  
 
Nature of the Problem 
• Early childhood is a critical 
period of development. Children 
in rural areas are not receiving 
the services they qualify for due 
to limited access, provider 
shortage, and increased costs. 
• Telehealth has been shown to 
lessen these barriers 
• Training is required to maximize 
the success of EI OTs using 




• Family Systems Theory 
(Broderick, 1993) – views the 
family as a system that is 
instrumental in promoting child 
development 
• Natural Environment – supports 
the established everyday 
routines to promote child 
development  
• Adult Learning Theory 
(Knowles, 1970) – Self-concept 
and motivation, personal 






• Development of self-paced 
EI telehealth training 
videos: MORE EI  
• Topics include:  
o Benefits and challenges 
o Implementation  
o Technology 
o Privacy and security 
o Reimbursement 








with the use of 
telehealth 





and ability to 
interact with 








• Increased OT EI 
services for 
families in rural 
MA 













• Development of the 
training program 
o # of videos developed 
o # of post surveys 
completed 
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APPENDIX D: EXECUTIVE SUMMARY 
THE MASSACHUSETTS ONLINE RESOURCE EDUCATION  
FOR EARLY INTERVENTION (MORE EI) 
TELEHEALTH TRAINING PROGRAM FOR OCCUPATIONAL THERAPISTS 
Introduction 
Early childhood is a critical period for development. Part C of the Individuals 
with Disabilities Education Act (IDEA) mandates that EI services be provided to children 
from birth to three years old who have been identified as having a disability or 
developmental delay (IDEA, 2004).  Due to challenges facing the delivery of 
occupational therapy (OT) early intervention (EI) services in United States rural 
communities, children from birth to age three are not receiving the services they qualify 
for under Part C of IDEA (Cason, 2011; IDEA, 2004).  Generally, the root of the problem 
in rural communities arises from limited access to services, provider shortages, and 
increased cost of providing services (Baharav & Reiser, 2010; Behl et al., 2017; Blaiser, 
Behl, Callow-Heusser, & White, 2013; Cason, 2009; Ciccia, Whitford, Krumm, & 
McNeal, 2011; Havenga, Swanepoel, Roux, & Schmid., 2015; Heimerl & Rasch, 2009; 
Molini-Avejonas, Rondon-Melo, Amato, & Samelli, 2015; Olsen, Fiechtl, & Rule, 2012; 
Taylor, Armfield, Dodrill, & Smith, 2014).   
In fiscal year 2018, MA EI providers served 41,400 IFSP enrolled children (P. 
Fougere, personal communication, March 18, 2018). To accommodate this increasing 
number of referrals who may requires OT services, there are approximately 221 early 
intervention full-time OTs in MA (P. Fougere, personal communication, March 18, 
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2018). In Massachusetts, rural areas of the state are concentrated in the southwest, north 
central, and Taunton-Middleborough-Norton regions. Dukes and Nantucket counties, by 
definition, can also be considered rural areas (U.S. Census Bureau, 2010). According to 
the U.S. Department of Labor Occupational Employment Estimate for 2016, there 
appears to be far fewer OTs in these rural MA regions than in other areas of the state 
(U.S. Department of Labor, 2016).  As in other rural areas of the U.S., providers are 
facing challenges delivering EI OT services in rural MA regions. (M. Hutton-Woodland, 
personal communication, March 20, 2018). Occupational therapists now have an 
opportunity to use telehealth to address the challenges faced delivering care in rural areas 
so they can ensure that children who qualify for EI are receiving the services that they 
need.   
The Massachusetts Online Resource Educational Early Intervention Telehealth 
Training Program for EI OTs or MORE EI is a theory and evidence-based training 
program for EI providers in MA who are interested in incorporating telehealth into their 
existing practice in rural communities. MORE EI consists of six self-paced training 
videos, which will be made available on a comprehensive MA telehealth website, 
MAtelehealthtools.com. Topics covered in the videos include benefits and challenges of 
EI through telehealth, implementation of telehealth into practice, technology and support, 
privacy and security, reimbursement and advocacy, and evaluation of outcomes. By 
participating in the program, OT providers will have a better understanding of how to 
incorporate telehealth into their existing EI practice to overcome limited access to 
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services, provider shortages, and increased cost of providing EI services in MA rural 
communities. 
Theoretical Framework for MORE EI 
A thorough review of the evidence-based literature identified three appropriate 
theories and frameworks which helped guide the foundation for the program and program 
development. Since early childhood is a sensitive and critical period of development it 
can be explained through Systems Theories (Von Bertalanffy, 1968), which are 
conceptualizations of principles from many disciplines and explain the interacting 
influences of features or elements of the environment (Odom et al., 2016; Thelen & 
Smith, 1994). The child’s biological make-up is one primary system that dictates 
development, however, it is the interaction of biology with other features of his or her 
environment that influence the course of development (Odom et al., 2016).  Specifically, 
Family Systems Theory discusses the inner working of families. It focuses on the 
dynamics within families, viewing the family as a system that is instrumental in 
promoting child development (Broderick, 1993). Within EI, the family is seen as the 
primary source of influence of child behavior, learning, and development (Dunst & Espe-
Sherwindt, 2016). Carrying out intervention sessions within the natural environment is 
another important element of EI and supports the use of everyday routines for families to 
promote their child’s development (Morrison, 2012). The MORE EI training program 
encourages this family-centered practice by educating providers on how telehealth EI 
sessions can be administered to promote best practice within EI. 
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Adult Learning Theory explains characteristics of adult learners and how changes 
in their thinking occurs (Knowles, 1970) and is the theory providing the framework of the 
MORE EI telehealth training program. This theory should be considered when designing 
adult education. Adult Learning Theory highlights successful learning as a self-directed, 
highly motivated, problem-centered process. MORE EI is designed as self-paced videos 
that allow the individual to take control of his or her learning. Using their enhanced 
understanding about telehealth, MORE EI trained OTs will be motivated to use telehealth 
to address the problems they currently face delivering EI OT services in rural MA. 
Evidence to Support the Need for MORE EI 
A thorough review of the allied health literature was conducted to gather 
information and evidence supporting the use of telehealth in EI. Although research is 
limited, a number of studies have documented telehealth as a comparable and viable 
alternative to conventional in-person EI services in rural communities. Additionally, 
telehealth has been shown to lessen the barriers of limited access, provider shortages, and 
increased cost of services (Baharav & Reiser, 2010; Behl et al., 2017; Blaiser et al., 2013; 
Cason, 2009; Ciccia, 2011; Havenga et al., 2015; Heimerl & Rasch, 2009; Molini-
Avejonas et al., 2015; Olsen et al., 2012; Taylor et al., 2014). 
Research is ongoing to determine the most effective and evidence-based, service 
delivery method for EI through telehealth (Cole et al., 2016). Recent studies have 
reported that telehealth can promote the recommended EI best practices of family-
centered intervention and of coaching between the provider and parent within the natural 
environment (Baharav & Reiser, 2010; Blaiser et al., 2013; Behl et al., 2017; Gibbs & 
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Toth-Cohn, 2011; Meadan et al., 2016; Olsen et al., 2012), however barriers exist. 
Barriers to the use of telehealth in EI have been documented as limited access to the 
Internet, technological challenges during sessions, and lack of motivation to participate in 
telehealth sessions (Blaiser et al., 2013; Fairweather, 2016; Havenga et al., 2015; Meadan 
et al., 2016; Olsen et al., 2012). Ensuring providers and families are adequately trained 
and educated in the use of telehealth prior to the first session has been found to decrease 
technological issues and increase the provider and family’s willingness to participate 
(Blaiser et al., 2013; Cole et al., 2016). In addition, policies and procedures for the 
delivery of telehealth and EI vary state-by-state, encouraging the development of state-
specific training materials and courses to increase provider knowledge and confidence, 
ultimately leading to an increased use of telehealth in current practice (Blaiser et al., 
2015; Cole et al., 2016). In New England, MA is far behind its surrounding states that 
have passed telehealth parity laws in the past decade. MA has some coverage for 
telehealth services under Medicaid managed plans, however, rehabilitation services 
delivered through telehealth are not covered (Capistrant & Thomas, 2016). 
Through a thorough search of the evidence literature and online resources, it was 
determined that few comprehensive training materials exist for administrators and 
providers who would like to incorporate telehealth into their own EI practice. Cole et al. 
(2016) documented Colorado’s policies and procedures concerning how to incorporate 
telehealth into their current EI practice. They reviewed available resources and 
discovered no published training materials specific to this population, although they were 
able to take part in the field testing of the online resource guide being developed by the 
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National Center for Hearing Assessment and Management (NCHAM) at Utah State 
University. (Blaiser, et al., 2015; Cole et al., 2016). In Massachusetts, an EI telehealth 
training manual or program does not exist. Using theory and evidence, this project 
focuses on the creation and dissemination of a MA state-specific online training program 
for OT providers interested in incorporating telehealth in their EI practice, MORE EI. 
MORE EI will be formatted as six self-paced videos available publically on YouTube, 
with an end goal being to incorporate the training into a comprehensive website, 
MAtelehealthtools.com, that will provide a wide-range of telehealth resources for OTs in 
MA.  
Outcomes 
During the evaluation phase, outcomes for participation in MORE EI will be 
measured at both the program and individual levels. At the program level, it is critical to 
conduct an evaluation to determine if the training videos created through this project 
promote and translate to high-quality family-centered services. This will be measured 
using the Home Visit Rating Scale to determine the extent to which sessions support the 
family’s needs and promote EI best practice (Roggman et al., 2009). At the individual 
provider level, provider confidence in the use of telehealth during EI sessions will be 
measured using an adapted version of the Telepractice Self-Evaluation Form created by 
the National Center for Hearing Assessment and Management (Cole et al., 2016). There 
will also be a qualitative portion of the survey for providers to detail insight into 
knowledge gained and confidence with the use of telehealth technology, and an 




 The dissemination goals of the program are to first target north central MA, which 
is documented as a rural area of the state with a limited number of EI providers. EI 
programs as well as EI OTs servicing this region will be contacted via email and phone to 
encourage their participation in MORE EI. Short-term dissemination goals are for the 
promotion of the MORE EI telehealth training program by EI program administrators and 
for increased EI OT participation in the north central region.  The long-term goal of 
dissemination of the program is for all EI programs in MA to promote and require their 
OTs to complete the MORE EI training program prior to delivering EI services through 
telehealth.  
Funding Plan 
 There are expenses associated with development, implementation, and 
dissemination of the MORE EI telehealth training program. Personnel expenses for 
development of the program include a program designer, a web developer, and data 
analysts. These individuals will participate in the initial phase of gathering content for the 
videos, creating the videos, and analyzing initial outcomes. Providers participating in the 
evaluation plan will be compensated for their time. In addition to personnel, equipment 
and materials are needed for program development including computers, Internet, and 
Microsoft software. During implementation of the program, a website will be created to 
offer telehealth information and the training program. Dissemination expenses include 
phone calls and presentations at state and national conferences. Overall anticipated 
expenses for program development, implementation, and dissemination are $4242 in year 
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1 and $3150 in year 2. Various funding sources are available to offset these expenses 
including in-kind resources, crowd source fundraising, and federal and state grants.     
Conclusion 
Early childhood is a critical period of development. Early intervention providers 
face challenges to provide EI services in rural areas that children from birth to age three 
qualify for under the IDEA. Telehealth is an innovative and viable service delivery model 
to address these challenges. The MORE EI telehealth training program is a theory and 
evidence-based resource for OT providers in MA who are interested in incorporating 
telehealth into their existing practice in rural communities. Through participation in the 
program, EI OTs will gain knowledge and confidence with the use of telehealth leading 
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o Early childhood is a critical period of development, but children under age three in rural areas are having 
difficulty obtaining Early Intervention (EI) OT services they qualify for under Part C of IDEA.  
o Telehealth is a viable service delivery model to address barriers to providing EI services in rural areas. 
o In each state, there are different policies and challenges confronting the implementation of EI telehealth. 
o State-specific EI telehealth training programs, like MORE EI, are needed to help develop and promote 
the use of EI OT telehealth delivery service models to reach children in rural areas.   
EI Delivery in Rural Areas: Traditional vs. Telehealth with MORE EI  
Figure 1 depicts how the key factors of limited access to services, provider shortages, and increased cost of providing 
services can interfere with the delivery of EI services. The model also shows that delivering EI services via telehealth 
faces other barriers, but that these barriers can be overcome with the help of a telehealth training program, like MORE EI.   
  
Figure 1: Explanatory Model: Meeting the needs of children in rural communities who qualify for EI services 
 
Telehealth: the use of technology to perform assessment, intervention, and 






MORE EI Telehealth Training Program 
o The MORE EI telehealth training program is a theory and evidence-based resource for OT providers in 
MA who are interested in incorporating telehealth into their existing practice in rural communities.  
o Six, online, self-paced videos 
o Video topics: benefits and challenges of EI through telehealth, implementing telehealth into practice, 
technology and support, privacy and security, reimbursement and advocacy, and outcome evaluation.  
 
Theory and Evidence-Based for MORE EI  
o Family Systems Theory (Broderick, 1993): Views the family as a system that is instrumental in 
promoting child development within the natural environment, which is seen as best practice in EI 
(Morrison, 2012). 
o MORE EI encourages family-centered practice and coaching by educating providers on how 
telehealth EI sessions can promote best practice within EI. 
o Adult Learning Theory (Knowles, 1970): successful learning is self-directed, highly motivated, and 
problem-centered 
o MORE EI is designed as self-paced videos that allow the provider to guide his or her own 
learning. 
 
Impact on Future Occupational Therapy Practice in MA 
o According to the U.S. Department of Labor’s 
Occupational Employment Estimate for 2016, there 
appears to be far fewer OTs in southwest, north 
central, and southeast MA than in other less rural 
areas of the state (U.S. Department of Labor, 
2016).  
o Provider shortage and increased travel distance in 
rural MA are barriers to EI OT service delivery 
(personal communication, M. Hutton-Woodland, 
March 20, 2018). 
o Telehealth can help bridge the gap created by 
these barriers to ensure children who qualify for EI 
are receiving the services that they need. 
o Participation in the MORE EI Telehealth Training Program will increase MA EI OT provider 
knowledge and confidence with the use of telehealth as well as encourage advocacy for 
reimbursement of these services and acceptance of EI OT telehealth for EI service delivery in MA. 
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